Introduction
Early detection of peritoneal infection in the course of dialysis is dearly important. It is well recognized, however, that a positive culture from peritoneal fluid effluent does not invariably indicate significant infection of the peritoneum because contmination of the outflow fluid is common (Frank et al., 1948; Odel et al., 1948) . Such positive cultures do in any case take one or two days before reports are obtained. The presence of polymorphs is taken by some as an index of infection but there is also no doubt that chemical irritation of the peritoneum with glucose enhances the diapedesis of leucocytes (Boen, 1961) . Others rely on naked eye estimation of the turbidity of the fluid due to precipitation of increased protein in cold fluid but in the course of a dialysis protein loss into the peritoneum increases, and the amount of protein lost is greater in patients with glomerulonephritis than pyelonephritis (Bonomini et al., 1967) .
This report concems the simple expedient of estimating the lysozyme (muramidase) content of coincident serum and peritoneal fluid samples in order to gauge the onset of peritoneal infection.
Methods
A 5-0-ml sample of clotted blood was taken morning and evening during the course of 'kthree-day peritoneal dialysis (P.D.) on 50 patients, and also peritoneal effluent fluid every sixth cycle. Samples were kept at 4°C before estimation of the lysozyme content by the technique of Harrison et al. (1968) Failure to obtain a positive culture was most certainly due in some cases to the accepted unit policy of treatment with intraperitoneal antibiotics at the first suspicion of infection.
To illustrate the uses of the assay four examples are shown in the figures. A rapid rise of P.D. fluid lysozyme indicative of peritoneal infection and an equally rapid resolution with antibiotic treatment is shown in fig. 1 . A patient's graph whose P.D. fluid lysozyme was 9-10 ,ug/ml but in whom there was only slow response to therapy is shown in fig. 2. Fig. 3 shows the effect on lysozyme levels of infected peritoneal fluid, accompanied by a good response to therapy. The course of a patient with haemorrhagic pancreatitis who showed high but fluctuant levels of P.D. fluid lysozyme together with high serum levels is illustrated in fig. 4 . Clearly, if peritoneal dialysis is used for treatment of pancreatitis a monitor of lysozyme levels can indicate progress. serum level and the previous peritoneal findings. That lysozyme levels may in fact be raised in renal failure patients is known (Prockop and Davidson, 1964) , because in uraemic patients there is diminished catabolism of lysozyme by the kidney (Hansen et al., 1972) . The obvious limitation is that large doses of heparin might inhibit the assay. The kinetics of such inhibition have been described by Kerby and Eadie (1953) . As has been shown, however, the amount of heparin normally used in our dialysis scheme will not affect the results. Lysozyme, an enzyme of M.W. 15,000, is normally present in tears, external secretions, and white cells (Osserman and Lawlor, 1966) . It is absent from lymphocytes (Barnes, 1940) but is present in monocytes and macrophages (Myrvik et al., 1961) . That it is also derived from granulocytes seems likely since the highest serum levels are found in monocytic and myelomonocytic leukaemia, and there is some elevation in all myelogenous leukaemia and during the course of bacterial infections (Crowder and White, 1968) . Probably the lysozyme present in normal peritoneal fluid is partly derived from the serum and partly from white cells resident around the peritoneum. Hence in the presence of peritoneal infection a iise is to be expected and, with increasing permeability of the peritoneal membrane, levels greater than those of serum might be expected. Lysozyme is released from white cells by endotoxin or in inflammatory reactions (Tew et al., 1971) .
Turbidity of cooled peritoneal fluid due to a high protein content seems to occur during the course of dialysis without necessarily implying infection, although it must indicate serous exudation. That this is so is indicated by the patients in the table listed as having a score of unity. This suspicion is further reinforced by the observation that for some reason turbidity can be intermittent. Also on one occasion a positive culture was obtained as a result of contamination, for there was no other indication of infection. Hence an additional way of diagnosing peritoneal infection is needed. Chronic renal failure patients are susceptible to infection and Stewart et al. (1966) recorded peritonitis in 6% of all treatments, and a positive blood culture appeared in another 12% during the course of four-day dialyses.
This study indicates that the use of lysozyme assay will not only aid patient management but also be of value for studies of peritoneal infection.
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Introduction
The addition of copper wire to the surface of an inert intrauterine device (I.U.D.) has been the most significant advance in recent years (Zipper et al., 1969; Newton et al., 1972) . Copper and its salts have also been introduced into the plastic matrix of at least one new device (Davis, 1971) . The evidence at present suggests that the site of action of the copper is confined to the uterus itself (Zipper et al., 1969; Chang and Tatum, 1970) though this may not be the only mode of action (Elstein and Ferrer, 1970) . Nevertheless, concern has been expressed regarding the use of pharmacologically active and potentially toxic materials in I.U.D.s (Wolfers, 1972 
